The higher rates of depression and anxiety in younger people have been observed in studies measuring 1-year prevalence rates (7, 8, 11, 12) , as well as in studies measuring lifetime rates (4, 9, 10) . This finding has led to the suggestion that, during this century, the prevalence of many mental disorders is increasing, and the onset-age is decreasing, with successive birth cohorts (4, 5) .
Previous studies in Canada and the US have also described the 12-month use of health services to treat mental illness, with the primary focus on affective disorders, anxiety disorders, and substance abuse disorders (2, (13) (14) (15) . Unmet need for health services in the US was further defined in a study relating lifetime prevalence of these illnesses to lifetime and 12-month use of health care resources (10) . Data relating lifetime and 12-month illness prevalence to the use of health care resources have not previously included less common disorders such as obsessive-compulsive disorder (OCD), posttraumatic stress disorder (PTSD), and anorexia (AN) or bulimia (BN); previously reported rates may be underestimating the unmet need.
This paper describes data collected from Ontario women on the lifetime prevalence of depression, anxiety disorders, PTSD, OCD, and AN or BN. We examined the onset-age of these diseases for successive birth cohorts. Moreover, to further define the need for mental health services in the community, we relate the lifetime presence of these disorders to the lifetime use of mental health services.
Methods
Survey respondents were drawn from control subjects in the Women's Health Study (WHS), a case-control study that employed a self-administered mailed questionnaire to examine the association between the use of various medications and breast cancer risk in Ontario women (16) . All control subjects were identified using the Ontario Ministry of Finance 1996 population-based assessment rolls, which include both homeowners and tenants and list age, sex, and address. We randomly selected control subjects from these rolls to match the age distribution of the breast cancer cases, so that at least 1 age-matched control subject was selected for each case from 9 separate age strata. Of the 5001 women identified as eligible control subjects, 3062 participated, resulting in an overall response rate of 61%. Sampling weights based on the age distribution of women in Ontario were applied to each stratum.
Analyses were focused on the respondents' self-report of ever experiencing 1 of 5 psychiatric disorders (anxiety disorders, PTSD, OCD, AN or BN, and depression) and their use of health services related to treating mental illness. The survey questions on mental illness were originally designed to collect information for the WHS on possible confounders of breast cancer and medication use. For efficiency, therefore, we included only 1 question to assess the lifetime presence or absence of each of the 5 mental disorders; we did not ask questions on substance abuse. All questions were worded as, "Have you ever suffered from (disorder)?" and followed by a description of the symptoms associated with each disorder to help the respondent (see Table 1 ). We developed questions based on the diagnostic categories covered in the DSM-IV (17), the Structured Clinical Interview for DSM-III-R (SCID) (18) , and the National Institute of Mental Health Diagnostic Interview Schedule (DIS) (19) . However, we did not employ the highly structured research interviews incorporating the or later (cohort 6). The time at risk for each disorder (the survival time) was either the age at which the subject first experienced the problem or, for those who did not report having the disorder, the subject's age at the time the questionnaire was completed. We used the Kaplan-Meier product-limit estimate to determine the cumulative lifetime prevalence of each disorder for each birth cohort (20) . All analyses were performed using Stata version 6.0 (21). for all numbers of members from 17.5% (95%CI, 13.5% to 21.5%) in women aged 70 to 74 years to 30.5% (95%CI, 27.5% to 33.4%) among those aged 50 to 59 years. In general, the rates of all disorders declined in women aged 60 years or over; rates also declined significantly by age group for anxiety (P < 0.05) and AN or BN (P < 0.01).
Results
The rates of all psychiatric disorders differed significantly by marital status (Table 2) . Women who were divorced or separated had the highest lifetime rates, ranging from 9.6% (95%CI, 1.0% to 18.2%) for AN or BN to 56.4% (95%CI, 46.8% to 65.6%) for depression. When examined separately by age, married women in all age groups had lower rates for all disorders, compared with women who were never married or who were divorced or separated (results not shown). There were very few widowed women under age 40 years, so the 4 marital status categories could only be compared in women aged 40 years and older.
Generally, women with no formal education had lower rates for all disorders, although the lifetime prevalence of anxiety was the only factor that differed significantly by education level (P < 0.05). The disorder rates did not vary greatly by household income, although there was a trend for higher rates in low-income households (notably, for higher rates of anxiety and PTSD).
For all disorders, each successively younger birth cohort displayed an increase in the cumulative lifetime prevalence and a trend toward earlier age of onset (Figures 1 to 5 ). The increase in lifetime prevalence is especially evident for PTSD and OCD, starting with women born in 1965 or later. For AN or BN, the large increase begins in even older birth cohorts and includes those born in 1955 or later. 
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Figures 1-5 Cumulative lifetime rates of psychiatric disorders by birth cohort and onset-age (years
Discussion
This study reports the lifetime prevalences for several psychiatric disorders in Ontario women, and these estimates are compared with the lifetime use of mental health services. The use of lifetime data has the advantage of identifying more cases than do "current" prevalence measures (9) . When 12-month prevalence is estimated, disorders with longer duration are likely to be overrepresented, compared with those of shorter duration. Thus, the need for mental health services may be underestimated.
Nearly 30% of Ontario women between age 24 and 74 years reported at least 1 psychiatric disorder in their lifetime, whereas 10% of women had a history of 3 or more comorbid disorders. One in 4 respondents had a lifetime history of depression, 1 in 5 a history of anxiety disorder, 1 in 10 a history of PTSD, and roughly 1 in 20 a history of either OCD or AN or BN.
Prevalence estimates reported for depression in the WHS are similar to those reported for affective disorders (including major depressive episode, dysthymia, and manic disorder) in the National Comorbidity Study (NCS) conducted in the US (10) . However, the NCS estimates are higher than those reported in most studies conducted in the 1980s (5), including the Edmonton Survey of Psychiatric Disorders (9). We found somewhat lower rates of anxiety disorders than those reported in the NCS (30.5%), but we found higher rates than those reported in women participating in the Edmonton Survey (13.8%) (9).
Our study found a high lifetime prevalence of PTSD-a finding strikingly similar to estimates reported in a younger group of women (aged 15 to 54 years) participating in a subsample of the NCS (10.4%) (22) . Similar 12-month prevalence estimates were also reported for young American women by Breslau and others (23) and Resnick and others (24) . Conversely, much lower lifetime estimates were recently reported for young German women (aged 14 to 24 years) (25) .
We found lifetime prevalence rates for OCD to be double the rates reported in several studies that included similarly aged women from the US, Europe, and Canada (26, 27) . These high estimates may be explained in part by the method used in the questionnaire to assess the the disorder's presence. The presence or absence of each disorder's significant symptoms were evaluated; a definitive diagnosis could not be made. Therefore, our higher estimates for OCD may represent a greater prevalence of the symptoms rather than of the actual disorder.
Few studies have examined the lifetime estimates for AN and BN. The Edmonton study looked only at AN and found a lifetime prevalence rate of only 0.1% (28) . The 12-month prevalence rate for BN was estimated at 1.0% in Ontario women participating in the Mental Health Supplement of the Ontario Health Survey, but results for AN were not reported (8) .
Still, prevalence estimates in the present study are more notable for their similarities with results from other studies than for their differences. Differences in estimates could be attributable to the fact that the NCS (10) concentrates on a younger age range than does our study; the difference in age distribution would likely alter the overall prevalence estimates. The Edmonton survey included older cohorts than our study, which may account in part for the higher rates observed here.
The results of our study are broadly consistent with results from previous studies (4, 5, 22, 29) and suggest increased prevalence of psychiatric illness with successively younger birth cohorts in women during this century. If one were to ignore the possibility of differential mortality, differential recall bias with age, and sampling bias, one would expect the lifetime prevalence of all disorders to increase with age. However, the general distribution for all disorders is a decrease in lifetime prevalence with increasing age and a decrease in the age of disease onset. The precise causes of the mood, anxiety, and eating disorders are not known, and the observed birthcohort effect could be explained by social, cultural, or other environmental factors. The Cross-National Collaboration Group concluded that variation in rates of major depression indicated a significant environmental "underlying phenomenon," possibly including changing patterns of fertility, marital stability, altered family structure, or exposure to occult toxic or infectious agents (4). Further research is needed to elucidate the underlying cause for these findings.
Our study found that a woman's current marital status is highly predictive of the lifetime prevalence of all psychiatric disorders. In general, women who were divorced or separated at the time of the survey were twice as likely to report having had each psychiatric disorder than were women who never married, married women, or widowed women. However, whether being married or remaining married protects against developing a psychiatric disorder or whether those with psychiatric disorders are less likely to marry cannot be answered with these cross-sectional data. Most studies support the finding that married women have lower rates of psychiatric illness, compared with previously married (that is, divorced, separated, or widowed) women and women who never married (7, 9, 11, 22, 30) . Moreover, some studies have shown that the impact of widowhood on mental illness, especially depression, differs from the effect of marital disruption (31) and that widows should be considered distinct from those who are divorced or separated. There is an obvious interaction between marriage and age: those who are younger are more likely to be single and are less likely to be widowed, divorced, or separated. They have also had less time at risk to develop one of the psychiatric disorders. We found that estimates by marital status were not greatly affected by age: married women of all ages were less likely to report a lifetime history of any disorder.
There was no apparent relation between the lifetime prevalence of each psychiatric disorder and household income or education. Rates of all disorders were slightly lower in those women with no formal education, but these differences were only significant for anxiety. Most studies examining the 12-month prevalence of psychiatric disorders have found that the rates of disorders decrease monotonically with increasing income (10, 11) or increasing education (6, 10, 11) . Although Kessler and others found that income and education significantly predicted lifetime prevalence for all psychiatric disorders studied, the odds ratios were consistently larger in predicting 12-month, compared with lifetime, prevalence (10). It is not surprising to observe an attenuated relation between current socioeconomic status and lifetime prevalence, compared with the relation for 12-month prevalence. Current socioeconomic status is likely to be more strongly related to one's current mental health (that is, one's 12-month history) than to health over an entire lifetime.
Several studies have compared the use of mental health services in Ontario with use in the US (2, 13, 14) . However, these studies only assessed the 12-month use of health services by patients with 12-month comorbidity. Not surprisingly then, the use of any mental health services over a lifetime was found to be much higher in our study than in previous studies measuring 12-month use of services in Ontario. Our findings are consistent with the NCS in the US (10); it reported that only 6 in 10 men and women with 3 or more lifetime comorbid conditions ever received professional help. These data highlight the unmet treatment need for all patients, and specifically for women, with high psychiatric comorbidity. The reasons for this unmet need are beyond the scope of this study but require further investigation.
Several aspects of our study warrant comment. Its most obvious limitation is that prevalence of psychiatric disorders was not estimated with a validated questionnaire: the questions were designed based on standard diagnostic categories for psychiatric disorders. However, the estimates are not independent of the reliability and validity of the methods used to determine a particular disorder's presence or absence (28, 32) . Although the prevalence estimates that we report may represent significant symptoms rather than the actual disorder, the estimates are nevertheless broadly consistent with previous studies.
Even in the presence of a validated questionnaire, it is possible that confounding factors may artificially influence lifetime prevalence estimates. Differential morbidity and mortality, social desirability response bias in older women, time interval between the episode and completion of the questionnaire, and institutionalization have all been shown to have a significant impact on prevalence estimates (5). However, none of these factors alone or in combination are thought to be completely responsible for the birth-cohort differences in rates, at least not for depression (4, 5) . A final limitation of this study is the response rate. Although response rates of 60% are common in community surveys (1), the possibility of selection bias must considered (20, 33) .
Our findings suggest the need to clarify the factors responsible for the striking increase in rates of psychiatric disorders in younger women, compared with older cohorts. There is also a need to determine why some Ontario women have not sought professional help for treatment of psychiatric disorders. These untreated women-especially those with high comorbidity-could represent an unmet need for mental health services. Résultats : Près de 30 % des personnes interrogées ont déclaré au moins 1 des troubles étudiés. Le plus fréquent était la dépression (27 %) et l'anxiété (21 %). La prévalence à vie du SSPT, du TOC et de l'AN ou BN était respectivement de 10,7 %, 6,1 %, et 3,9 %. Les cohortes de naissance successivement plus jeunes indiquaient une augmentation de la prévalence et une diminution de l'âge d'apparition de tous les troubles. L'utilisation de vie des services de santé mentale était plus élevée chez les femmes ayant 3 troubles comorbides ou plus (65 %) que chez celles n'ayant aucun trouble (9,8 %) ou 1 seul (51,4 %).
Conclusions :Les résultats de cette étude font ressortir le besoin de mener plus de recherche sur les raisons des faibles taux d'utilisation des services professionnels, surtout chez les femmes ayant une comorbidité élevée. Ils soulignent également la nécessité de comprendre le phénomène qui sous-tend les taux possiblement croissants de troubles chez les cohortes de naissance plus jeunes, de sorte que les stratégies de dépistage puissent être modifiées pour tenir compte des différences chez les jeunes femmes.
